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Abstract
Background: Depressive symptoms in children are associated with social skills deficits and
problems with peers. We propose a model which suggests different mechanisms for the impact of
deficits in self-oriented social skills (assertiveness and social participation) and other-oriented social
skills (pro-social, cooperative and non-aggressive behaviors) on children's depressive symptoms.
We hypothesized that deficits in self-oriented social skills have a direct impact on children's
depressive symptoms because these children have non-rewarding interactions with peers, whereas
the impact of deficits in other-oriented social skills on depressive symptoms is mediated through
negative reactions from peers such as peer victimization.
Method: 378 kindergarten children (163 girls) participated at two assessments (Age at T1: M =
5.8, T2: M = 7.4). Teachers completed questionnaires on children's social skills at T1. Teacher
reports on peer victimization and depressive symptoms were assessed at both assessment points.
Results: Our study partially confirmed the suggested conceptual model. Deficits in self-oriented
social skills significantly predicted depressive symptoms, whereas deficits in other-oriented social
skills were more strongly associated with peer victimization. Longitudinal associations between
other-oriented social skills and depressive symptoms were mediated through peer victimization.
Conclusion: The study emphasizes the role of deficits in self-oriented social skills and peer
victimization for the development of internalizing disorders.
Background
Decades of research have shown that depressive symp-
toms in children are associated with social skills deficits
and problems with peers [1-4]. Nevertheless, not much is
known about the mechanisms underlying these associa-
tions. In the current paper a conceptual model is tested
which tries to explain the interdependent effects of social
skills and peer relations on the development of depressive
symptoms.
Generally speaking social skills have been defined as
behaviors that affect interpersonal relations [5]. In our
work, we conceive of social competence as the ability to
use social interactions to satisfy one's own goals and
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goals of others. We differentiate between two dimensions:
(a) self-oriented social skills which are aimed at satisfying
one's own needs (e.g. assertiveness and social participa-
tion) and other-oriented social skills which are aimed at sat-
isfying another's goals and needs (e.g. pro-social,
cooperative and non-aggressive behavior) [6]. We assume
that these dimensions operate through different mecha-
nisms on depressive symptoms. First, we suggest that def-
icits in self-oriented social skills are directly associated
with children's depressive symptoms because children's
social needs and goals remain unsatisfied as a conse-
quence of their inability to initiate social contacts, to
express their needs, to assert themselves or to set limits to
others' demands. These children therefore experience
non-rewarding social interactions. Second, we propose
that the impact of deficits in other-oriented social skills on
depressive symptoms is mediated through negative peer
relations, such as peer victimization.
Social skills and depressive symptoms
Interpersonal theories of depression have tried to explain
the observed associations between depression and rela-
tionship problems and deficits in social skills in children,
adolescents and adults [7]. For example Lewinsohn [8]
has suggested that a lack of certain social skills in
depressed persons reduces their experience of positive
reinforcement by others because they do not engage in
behavior that leads to rewarding consequences. Coyne's
theory [9] proposes that over the long term, a vicious cir-
cle develops: Depressive symptoms trigger negative reac-
tions from others (e.g. aggressive behavior), which hinder
recovery from depression. Moreover, intervention studies
have shown that social skills training is an effective means
to reduce depressive symptoms [4]. These latter results
may even suggest that social skills play a causal role in the
development of depression.
There is broad agreement that deficits in self-oriented
social skills are associated with depressive symptoms.
Withdrawal is considered as one of the main behavioral
precursors of depressive symptoms in children [10] and it
may exacerbate internalizing problems [11]. The empiri-
cal data on the association between deficits in other-ori-
ented social skills and depressive symptoms are somewhat
contradictory. Interestingly, aggressiveness - considered a
deficit in other-oriented social skills - is positively associ-
ated with self-oriented social skills, i.e. aggressive children
are more assertive and more prone to engage in social
interactions [12-14]. Therefore, aggressiveness might even
protect children from depressive symptoms. However, the
specific role of pro-social behavior in the development of
psychopathology has received only limited attention. It
has been suggested that low levels of pro-social behavior
may place children at risk for externalizing problems,
whereas high levels of pro-social behavior might be a risk
factor for internalizing problems [15-17]. It might be that
a lack of pro-social behavior could be considered an indi-
cator of a deficit in other-oriented skills, whereas high lev-
els of pro-social behavior could also reflect a lack of self-
oriented skills because these children might be too con-
siderate of the needs of others and neglect their own feel-
ings and needs [18]. In fact, cross-sectional and
longitudinal studies have found that children who are
overly concerned for the welfare of others, are highly
cooperative or over-friendly, have elevated levels of emo-
tional symptoms [19-21]. Perren and collaborators
showed that at kindergarten age pro-social behavior pre-
dicted increases in emotional symptoms, but only in chil-
dren who already had emotional problems at the first
assessment point [18]. On the other hand, some studies
found pro-social behavior to be negatively associated with
emotional symptoms [22,23]. Pro-social behavior was
also shown to be a protective factor in terms of peer
acceptance in children with emotional symptoms [24].
Therefore, considering simultaneously the impact of self-
and other-oriented social skills on depressive symptoms
might give further insights into these apparently contro-
versial results.
Social skills and peer victimization
Deficits in certain social skills may lead to negative reac-
tions by peers, such as rejection or victimization. Peer
rejection may be a precursor of peer victimization [25]
and may play a crucial role in stabilizing a child's victim
role [26]. In fact Ladd and Troop-Gordon [27] reported
peer rejection to be predictive of later victimization and
victimization of later rejection.
Peer rejection has consistently been associated with
aggressive and withdrawn behavior [28], i.e. with deficits
in other- and self-oriented social skills. Likewise, in bully/
victim research two different pathways to victimization
are suggested and the need to differentiate between two
types of victims has been emphasized: (1) children who
are aggressive and victimized (aggressive victims) and (2)
children who are victimized without being aggressive
(passive victims) [12,14,29,30]. Accordingly, aggressive as
well as withdrawn-submissive behavior patterns are
related to peer victimization.
Submissiveness has been discussed as a hallmark of vic-
timization. One explanation for this association is that
bullies are looking for easy targets for their assaults [31].
Several studies revealed that passive victims have prob-
lems defending themselves [14,32] and that they are less
assertive, for example using fewer persuasion attempts
[33]. However, Perren et al. [6] could not confirm submis-
siveness as being an overall predictor of peer victimization
in kindergarten children and the study by Fox and Boul-Page 2 of 10
(page number not for citation purposes)
Child and Adolescent Psychiatry and Mental Health 2009, 3:28 http://www.capmh.com/content/3/1/28ton [34] reported submissive behavior in school children
to be longitudinally predictive of social exclusion only.
Withdrawal behavior (also reflecting a deficit in self-ori-
ented skills) may be associated with victimization by (1)
suggesting vulnerability, (2) suggesting low risk of retalia-
tion, and (3) hindering children to find supporting and
protecting friends in the class [35]. Also, withdrawn chil-
dren are not salient and socially less rewarding for their
peers. This, in itself, might lessen the chance that peers
would help them when they become victimized.
However, in younger children, aggressive behavior seems
to be a stronger predictor of victimization and rejection
than withdrawn-submissive behavior [36-38]. Neverthe-
less, not all aggressive children are at risk for becoming
victimized and different findings suggest that the most
important difference between non-victimized aggressive
children (bullies) and aggressive victims consists in their
respective ability or inability to control their physical
aggression. These uncontrolled aggressive children are
fairly disturbing in the class and it seems rather obvious
that peers could easily be influenced to assist the bullies
[35].
In sum, deficits in self- and other-oriented social skills are
associated with rejection and victimization and deficits in
other-oriented social skills have been found to be stronger
predictors than deficits in self-oriented social skills.
Peer victimization and depressive symptoms
Children with depressive symptoms have generally been
reported to have poorer peer relations in terms of popu-
larity, rejection or victimization [22,39,40]. Hawker and
Boulton's [41] meta-analysis of cross-sectional associa-
tions between peer victimization and psychosocial malad-
justment showed that victimization is most strongly
related to depression and least strongly to anxiety. Peer
victimization and exclusion may also increase children's
depressive symptoms [11,42-44] or even be causally
related to the development of self-derogation and depres-
sive problems [45,46]. Peer victimization is also associ-
ated with health problems, suicidality, and poor school
adjustment [47-50].
In sum, empirical findings consistently show that depres-
sive symptoms are associated with negative peer relations
and that peer rejection and victimization may play a
causal role in the development of depressive symptoms.
The interplay of social skills, peer victimization, and 
depressive symptoms
As shown above, social skills deficits are not only associ-
ated with depressive symptoms but are a strong predictor
of peer victimization. Therefore, we assume that these var-
iables interact in systematic ways, especially when we dif-
ferentiate between self-oriented and other-oriented skills.
As outlined by Bukowski and Adams [51], peer relations
have been discussed as markers, mediators, or moderators
for maladjustment in children and adolescents. Similarly,
Ladd [52] suggested different "Child by Environment
Models" which take into account the interplay between
child behavior, peer relations, and the development of
internalizing (and externalizing) disorders. Empirical
results mainly support additive or mediation models. For
example a four-year longitudinal study by Ladd [10] has
provided support for the additive model. Withdrawn
behavior and peer rejection were shown to be overlapping
risk factors for the development of children's internalizing
problems. A study by Dill and collaborators demonstrated
that peer rejection and victimization mediate between
children's withdrawn/shy behavior and negative affect
[53]. Similarly, a study among young adults showed inter-
personal relationships to mediate the impact of social
skills on well-being [54]. The conceptual model to be
tested in the current paper was partly tested in a cross-sec-
tional study with 198 kindergarten children [6]. The study
confirmed the distinct contribution of self- and other-ori-
ented social skills on children's peer victimization and
emotional well-being. Deficits in self-oriented social skills
predicted higher levels of emotional symptoms, whereas
deficits in other-oriented social skills predicted higher lev-
els of peer victimization. The suggested mediating role of
peer victimization was partly confirmed.
In the present paper we aim to replicate the findings in a
larger sample and most importantly, to include longitudi-
nal data. We hypothesize that deficits in self- and other-
oriented social skills are associated with both peer victim-
ization and depressive symptoms. Furthermore, we
hypothesize that the impact of deficits in other-oriented
social skills on depressive symptoms is mediated through
peer victimization whereas deficits in self-oriented social
skills are directly associated with depressive symptoms.
We also hypothesize that peer victimization is associated
with an increase in depressive symptoms over time. We
will examine whether the associations are moderated by
the child's gender.
In our study we are adopting a dimensional approach of
assessing depressive symptoms [55], i.e. we do not use
clinical diagnoses of depression.
Method
Study design and sample
The data come from a large longitudinal study of path-
ways to peer victimization in a representative sample of
kindergarten and elementary school children in the Ger-
man-speaking part of Switzerland [56]. Written parentalPage 3 of 10
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selves gave oral assent prior to the first interview and knew
they could withdraw from the study at any time.
Due to organizational reasons the original recruiting was
lagged (T1 assessment at two consecutive school years)
but the follow-up was conducted in the same school year.
Therefore, the time interval between the two assessments
ranges between one and two years; and children of sub-
sample 1 are older than those of subsample 2 at Time 2.
Thus, we control for subsample membership in all analy-
ses. Some kindergarten groups also participated in a pre-
vention program against bullying. Thus, we reran all
analyses reported in this paper, including intervention
participation as a control variable. None of the reported
results showed any change. Thus, in the final analyses this
variable was not included. Only children with valid data
at both assessment points are included in the current
paper.
378 children (163 girls) participated (Age_T1: M = 5.8, SD
= 0.6, Age_T2: M = 7.4, SD = 0.8). At T1 35% children were
in the first year and 65% in their second year of kindergar-
ten (age-mixed groups). At T2, most children were in the
first grade of primary school (54%), 24% in second grade
and 22% were in their second year of kindergarten.
Children were primarily white and German speaking, but
there is large proportion of children with an immigrant
background: 26% of participating children have both par-
ents and 16% one parent with a non-Swiss country of ori-
gin. These percentages correspond with general
population statistics.
Instruments
Teachers completed questionnaires on a range of dimen-
sions covering children's psychosocial adjustment and
social behavior. Teachers rated children's peer victimiza-
tion and depressive symptoms at Time 1 and Time 2,
social skills were only assessed at Time 1. Children's
behaviors were rated by different teachers at Time 1 and at
Time 2. Prior to data collection at T1, teachers were
offered a workshop during which they received in-depth
information about bullying and victimization (each class
was represented by at least one teacher). Teachers who
completed the questionnaires at T2 did not participate in
this workshop.
Peer victimization
Teachers rated each child on four victimization items
(physical, verbal, object-related, exclusion; e.g. 'child is
victimized verbally, i.e., laughed at, called names,
teased.') on a 5-point rating-scale (never, seldom, once or
several times a month, once a week, or several times a
week [14,57]). The four items yielded an adequate relia-
bility coefficient (T1: α = .81; T2: α = .85). For the purpose
of the present research question, a mean score of the four
items was used.
Depressive symptoms
The scale consists of three items. Two items were selected
from the German version of the Child Behavior Checklist/
TRF [58]("He/she seems to be unhappy, sad"; "He/she
speaks pejoratively about him/herself") and one item was
added that was very similar to the first item ("He/she
looks a little sad") in order to increase the scale's reliabil-
ity. This item was taken from the list of typical symptoms
for children aged 3-6 years according to the German
guidelines for the diagnosis of psychological disturbances
in infants, children and adolescents [59,60] All three
items were rated on a four-point scale (0 = not at all true
to 4 = definitely true) and yielded adequate reliability (T1:
α = .71, T2: α = .76).
Social skills
Teachers completed a questionnaire on children's social
behavior (SOCOMP; [61]) The two dimensions self- ver-
sus other-oriented social skills were built using a combi-
nation of six subscales of social behavior patterns All
items were rated on a four-point scale (0 = not at all true
to 4 = definitely true). First, six different social skills scales
were computed. The cooperative behavior subscale consists
of five items (e.g. "Compromises in conflicts with peers";
α = .79). The pro-social behavior subscale consists of five
items, covering helping, comforting, and sharing behavior
(e.g. "Frequently helps other children"; α = .86). The overt
aggression subscale (physical and verbal) consists of 4
items (e.g. "Kicks, bites or hits other children"; α = .88).
The social participation subscale, covering propensity to
participate in social interactions, consists of 4 items (e.g.
"Converses with peers easily", α = .82). The leadership sub-
scale consists of three items ("organizes, suggests play
activities to peers"; α = .82). The setting limits subscale also
consists of three items (e.g. "Refuses unreasonable
requests from others"; α = .76).
Validation of the two-dimensionality of social skills
A principal component analysis was conducted to validate
the suggested dimensions of self- and other-reported
social skills. The six social behavior subscales were entered
in the analysis (PCA with Varimax-Rotation, Eigenvalue >
1 is used as criterion). In accordance with the hypothe-
sized dimensions the analysis yielded two factors. The first
factor (explained variance 41%) had high factor loadings
for the subscales cooperative behavior (.90), pro-social
behavior (.81) and overt aggression (-.85). The second
factor (explained variance 34%) had high factor loading
for the subscales sociability (.85), leadership (.91) and
setting limits (.81). All cross-loadings were <.33. Based on
this analysis, two dimensions of social skills were com-Page 4 of 10
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the z-standardized subscales cooperative behavior, pro-
social behavior and overt aggression (reversed). The scale
self-oriented social skills is the mean of the z-standardized
subscales social participation, leadership and setting lim-
its.
Overview of the statistical analyses
For the bivariate associations Pearson correlations were
used, for the multivariate analyses several multiple regres-
sion analyses were computed (all predictors were entered
simultaneously and remained in the final model).
Mediation
To test for mediation, we adopted the commonly used
approach by Baron and Kenny [62]. This mediation anal-
ysis consists of three steps. In a first step, we investigated
the impact of social skills on peer victimization. In step 2,
we investigated the impact of social skills on depressive
symptoms. In step 3, we analyzed whether peer victimiza-
tion mediates the associations between social skills and
depressive symptoms. A variable is then considered to
mediate when the effect of the first predictor drops to
zero, when controlling for the mediator variable.
Changes over time
For each of the above mentioned steps, two regression
models were computed. First the effect of the control var-
iables and social skills at T1 was tested for T2 outcomes.
In a second step the score of the outcome measures at T1
was entered as additional independent variable in order
to predict changes in the outcome variable over time [63].
Gender as moderator
As we were interested whether gender moderates the asso-
ciations we also included the interaction effects. Gender
was dummy coded (boys = 0, girls = 1). All analyses were
first computed without the gender interaction and than
including the gender interaction. As the results remained
largely the same, only the results including the interac-
tions are presented below.
Results
Bivariate correlations between all study variables are
shown in Table 1. The two dimensions of social skills were
not significantly associated. Deficits in other-oriented
skills were significantly associated with depressive symp-
toms and victimization at both assessment points. Defi-
cits in self-oriented skills were significantly associated
with depressive symptoms (T1 and T2), and victimization
(T1 only). Depressive symptoms and victimization were
significantly associated at both assessment points. Fur-
thermore, depressive symptoms and peer victimization
were moderately stable from T1 to T2.
Age was positively associated with both dimensions of
social skills. In addition, girls showed higher levels of
other- and self-oriented social skills and lower levels of
victimization (T1 and T2) and depressive symptoms (T2)
than boys.
Social skills predicting peer victimization (Step 1)
In a first set of regression analyses we investigated the
impact of social skills on victimization at T2. Gender, age
and subsample membership (see method section) were
entered as control variables. In a second step victimization
at T1 was entered as additional independent variable in
order to predict changes in victimization over time. The
analyses yielded significant effects of gender and other-
oriented social skills on level of victimization at T2 and
changes in victimization (see Table 2). Boys were more
frequently victimized than girls, and also showed a larger
increase in victimization over time. The lower the level of
other-oriented social skills, the higher the level of peer vic-
timization, and also the greater the increases in peer vic-
timization over time.
Social skills predicting depressive symptoms (Step 2)
Following the same procedure as presented above, we
examined the impact of social skills on depressive symp-
toms. Results are shown in Table 2.
The control variables gender, age and sample had no sig-
nificant effect on level and change of depressive symp-
toms. No significant interactions with gender emerged.
The analyses yielded significant effects of both dimen-
Table 1: Bivariate associations between main study variables (Pearson correlations)
SOS Dep T1 Dep T2 Vict T1 Vict T2 Age Gender (girls = 1)
Other-oriented social skills (T1) .09 -.25** -.18** -.46** -.30** .15** .23**
Self-oriented social skills (T1) -.48** -.23** -.18** .01 .24** .14**
Depressive symptoms (T1) .35** .29** .12* .01 -.05
Depressive symptoms (T2) .15** .30** .01 -.13*
Victimization (T1) .26** .02 -.21**
Victimization (T2) -.03 -.22**
** p < .01, *p < .05 (two-tailed)Page 5 of 10
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with lower levels of other-oriented social skills and self-
oriented social skills at T1 had higher levels of depressive
symptoms at T2. Deficits in other-oriented social skills
also predicted increases in depressive symptoms.
Peer victimization as a potential mediator (step 3)
To analyze the potential mediating effects of peer victimi-
zation, the variable was entered at the third step of the
regression analyses [62]. In this analysis, peer victimiza-
tion at T1 and T2 were entered as independent variables
(including gender interactions). Victimization at T2 was a
significant predictor of depressive symptoms at T2 and
also predicted increases in depressive symptoms over time
(see Table 2). When controlling for peer victimization, the
effect of self-oriented social skills remained unchanged.
That is, self-oriented social skills predicted depressive
symptoms at T2, but no increases in depressive symp-
toms. In contrast, when controlling for peer victimization
at T2, the significant associations between other-oriented
social skills and depressive symptoms at T2 disappeared.
The same effect was shown in regards changes in depres-
sive symptoms.
Discussion
Our study has shown that self- and other-oriented social
skills are independent dimensions, and that both are
directly or indirectly associated with depressive symp-
toms.
The role of self-oriented social skills
We hypothesized that deficits in self-oriented skills could
make a child an easy target for bullies. The hypothesis
received some support, but the association was relatively
weak, in the multivariate analyses the significant effect
even disappeared. This finding confirms that in preschool
and kindergarten age submissive-withdrawn behaviors
are less strong predictors for peer victimization than
aggressive behaviors [6,38]. Victimization in itself was
also a strong predictor of depressive symptoms but it did
not act as a mediator regarding self-oriented social skills.
That is, both deficits in self-oriented skills and victimiza-
tion predict depressive symptoms in young children. This
is in line with previous studies. The association between
victimization and depressive symptoms has been repeat-
edly documented, both in school-age and kindergarten
children [64,65], and the effect of victimization on
depressive symptoms has been shown to persist into early
adulthood, long after victimization had stopped [66].
It still remains to elucidate which processes might link
self-oriented social skills with depressive tendencies. It
might be that children who have difficulties in setting lim-
its or asserting themselves seldom experience the satisfac-
tion of their own wishes and needs. They might therefore
experience relatively little reward in social situations and
see themselves as incompetent in social contexts. Know-
ing that their chances to achieve their social goals are
modest, they might gradually take less initiative in the
Table 2: Results for the regression analyses predicting peer victimization and depressive symptoms at T2 (betas)
STEP 1 STEP 2 STEP 3
Victimization 
(T2)
Victimization 
(Changeb)
Depressive 
symptoms (T2)
Depressive 
symptoms 
(Changeb)
Depressive 
symptoms (T2)
Depressive 
symptoms 
(Changeb)
Gendera -.162** -.153** -.059 -.078 -.024 -.052
Age (T1) .006 .019 .090 .044 .082 .042
Sample -.070 -.053 -.012 .001 -.001 .005
Other-oriented 
social skills (T1)
-.304*** -.240*** -.209** -.148* -.117 -.083
Self-oriented 
social skills (T1)
.053 .075 -.248** -.104 -.251*** -.121
Gender*OOSa .064 .049 .079 .089 .044 .060
Gender*SOSa -.013 -.017 .023 .023 .007 .008
Victimization (T1) -- .125** -- -- .047 .011
Victimization (T2) -- -- .217*** .202**
Gender*VIC (T1)a -- --- -.202 -.196
Gender*VIC (T2)a -- -- .202 .200
Depressive 
symptoms (T1)
.285*** .268***
Model: R2 .126 .137 .094 .131 .167 .190
*** p < .001 ** p < .01, *p < .05
a Dummy coded variables (grls = 1, boys = 0)
b The outcome at T2 were used as dependent variable but controlled for its level at T1, thus we predict changes from T1 to T2 (positive scores = 
increases).Page 6 of 10
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peers. The quality of their peer relations might therefore
become highly dependent on the personality and behav-
ior of their peers. In other words, they might perceive
themselves as low in self-efficacy and highly dependent
on their peers' moods. Knowing how important positive
peer relations are to children's well-being [67], it seems
plausible that deficits that prevent children from develop-
ing rewarding relations with their peers might lead at least
to sadness and possibly to other depressive symptoms.
There might also be a reciprocal relationship between lack
of social skills and depressive symptoms [2]. On the one
hand, being sad and depressed or being victimized may
result in further withdrawal from peers, i.e. unsociability
may turn to peer avoidance [68]. A lack of experience with
peers may in turn decrease children's social skills as they
miss important learning opportunities. In fact, it has been
shown that depressive symptoms lead to a decrease in self-
evaluated competence [69].
The role of other-oriented social skills
Considering deficits in the second dimension of social
skills examined in our study, other-oriented skills, we
found a mediating effect of victimization. Other-oriented
skills were operationalized in terms of pro-social and
cooperative behavior and non-aggressiveness. In other
words, children low in other-oriented skills were typically
high in aggressive behavior and low in behaviors such as
sharing, helping and being cooperative. These are all char-
acteristics of aggressive victims [35]. In fact, our results
show that deficits in other-oriented social skills were asso-
ciated with victimization. Most importantly, the associa-
tion between depressive symptoms and this type of deficit
disappeared when victimization was entered in the regres-
sion analysis. This is perfectly in line with earlier studies
on bully/victim problems that have demonstrated that
bullies (who are defined as being aggressive and not vic-
timized by their peers) do not suffer from internalizing
problems. That is, deficits in other-oriented social skills,
that are typical both for bullies and aggressive victims, do
not automatically lead to depressive symptoms. They only
do so when the children are experiencing victimization by
their peers.
Gender differences
The study yielded several gender differences, but gender
did not moderate the associations between social skills,
victimization and depressive symptoms. Boys were more
frequently victimized than girls. This goes in line with
studies showing that boys are more frequently aggressive
victims (but not passive victims) than girls [14]. In corre-
spondence with other studies [15], girls were more proso-
cial-cooperative and less aggressive than boys.
In our study we did not differentiate between different
forms of victimization. However, some studies have
shown that boys and girls may not be victims of the same
types of aggression, e.g. preschool boys were more fre-
quently victimized physically than girls [70]. Further stud-
ies have to show whether different types of social skills
deficits are associated with different forms of victimiza-
tion.
Strengths and limitations of the study
Results are based on data from a rather large representa-
tive sample of kindergarten and primary school children.
In the current paper, only data from children who partici-
pated also in the follow-up were included. Attrition was
mainly due to the unwillingness of school principals or
teachers who had not participated in the first wave of data
collection, i.e. there was no systematic attrition with
respect to children's or families' characteristics. Therefore,
we do not expect systematic biases due to attrition. How-
ever, our results may be somewhat biased because we did
not control for other potentially important variables such
as family background or children's cognitive or verbal
abilities [71,72].
One important limitation of our study is that we only
used a three-item measure to assess children's depressive
symptoms. Due to the small number of items, other
potential symptoms for depression (e.g. lack of energy,
hopelessness, psychosomatic complaints, preoccupation
with death) were not assessed. Further studies have to
show whether lack of assertiveness and sociability and
peer victimization are merely associated with low emo-
tional well-being or depressed mood or in fact are predic-
tive for more severe cases of childhood depression.
In our conceptual model we assume that deficits in social
skills precede children's depressive symptoms and peer
victimization. However, social skills were only assessed at
the first measurement point. Therefore, we could not ana-
lyze whether depressive symptoms or peer victimization
predict changes in social skills.
In the current study we only included teacher reports;
therefore we have shared method variance in our data.
Regarding the validity of teacher reports on depressive
symptoms, we relied on the strong tradition of the Achen-
bach questionnaires which reliably can be completed by
parents or teachers. Studies have shown a moderate agree-
ment between teacher, parent and self reports regarding
children's depressive symptoms [40,73,74] indicating that
teachers can provide valid reports on children's depressive
symptoms. Nevertheless, the inclusion of other inform-
ants might give even more reliable and valid data [75].
The inclusion of children's self-perceptions, e.g. of depres-
sive symptoms, may be particularly important as childrenPage 7 of 10
(page number not for citation purposes)
Child and Adolescent Psychiatry and Mental Health 2009, 3:28 http://www.capmh.com/content/3/1/28have their own meaningful perspective on their experi-
ence [40]. As to victimization, an earlier study revealed a
high degree of correspondence between teacher reports
and peer nominations in kindergarten [14].
Clinical implications
Our model suggests different intervention strategies con-
sidering both improvements in children's social skills and
their peer relations. Until now, most (universal) preven-
tion and intervention strategies in children focus on the
promotion of empathy, pro-social behavior, and reduc-
tion in aggressive behavior [76]. Our results suggest that
prevention and intervention efforts in children should
also consider the promotion of self-oriented social skills,
i.e. efforts to improve children's social participation and
assertiveness. Training specifically aimed at improving
children's self-oriented social skills, i.e. their social initia-
tive and assertiveness, might even be considered as a psy-
chotherapeutic approach to childhood depression.
Shifting the focus toward self-oriented social skills is also
important, as studies have shown that for some children
being highly pro-social or empathic may even be negative
for their own emotional well-being [18]. Prevention
approaches should aim at establishing a balance between
both dimensions of social skills, i.e. to promote children
in their ability to use social interactions to satisfy their
own goals and needs while at the same time considering
the needs and goals of others.
Conclusion
Our study confirmed the suggested conceptual model.
Deficits in self-oriented social skills significantly predicted
depressive symptoms, whereas deficits in other-oriented
social skills were more strongly associated with peer vic-
timization. Longitudinal associations between other-ori-
ented social skills and depressive symptoms were
mediated through peer victimization. We suggested that
the direct link between deficits in self-oriented social skills
and depressive symptoms might partly be mediated by
non-rewarding interactions with peers. More specific
research is needed on these potential mediating mecha-
nisms, for example in terms of socio-cognitive or socio-
emotional processes. The study emphasizes the role of
deficits in self-oriented social skills and peer victimization
for the development of internalizing disorders.
Competing interests
The authors declare that they have no competing interests.
Authors' contributions
SP was responsible for the conceptual background of the
paper, analyzed and interpreted the data and drafted the
manuscript. FA is grant-holder, conceived and directed the
study, and was actively involved in writing up the manu-
script. Both authors read and approved the final manu-
script.
Acknowledgements
This study was supported by a grant from the Swiss National Science Foun-
dation (National Research Programme 52, Grant-No 4052-69011) to the 
second author.
References
1. Deater-Deckard K: Annotation: Recent research examining
the role of peer relationships in the development of psycho-
pathology.  Journal of Child Psychology and Psychiatry and Allied Disci-
plines 2001, 42:565-579.
2. Hay DF, Payne A, Chadwick A: Peer relations in childhood.  Jour-
nal of Child Psychology and Psychiatry and Allied Disciplines 2004,
45(1):84-108.
3. Masten AS: Peer Relationships and Psychopathology in Devel-
opmental Perspective: Reflections on Progress and Promise.
Journal of Clinical Child and Adolescent Psychology 2005, 34(1):87-92.
4. Segrin C: Social skills deficits associated with depression.  Clin-
ical Psychology Review 2000, 20(3):379-403.
5. Elliott SN, Sheridan SM, Gresham FM: Assessing and treating
social skills deficits: A case study for the scientist-practioner.
Journal of School Psychology 1989, 27:197-222.
6. Perren S, Groeben M, Stadelmann S, von Klitzing K: Selbst- und
fremdbezogene soziale Kompetenzen: Auswirkungen auf
das emotionale Befinden.  In Soziale Kompetenz bei Kindern und
Jugendlichen: Entwicklungsprozesse und Förderungsmöglichkeiten Edited
by: Malti T, Perren S. Stuttgart: Kohlhammer; 2008. 
7. Lara ME, Klein DN: Psychosocial processes underlying the
maintenance and persistence of depression: Implications for
understanding chronic depression.  Clinical Psychology Review
1999, 19(5):553-570.
8. Lewinsohn PM: A behavioral approach to depression.  In The psy-
chology of depression: Contemporary theory and research Edited by: Fried-
man RJ, Katz MM. New York: Wiley; 1974:157-185. 
9. Coyne JC: Toward an interactional description of depression.
Psychiatry: Journal for the Study of Interpersonal Processes 1976,
39(1):28-40.
10. Ladd GW: Peer Rejection, Aggressive or Withdrawn Behav-
ior, and Psychological Maladjustment from Ages 5 to 12: An
Examination of Four Predictive Models.  Child Development
2006, 77(4):822-846.
11. Gazelle H, Ladd GW: Anxious solitude and peer exclusion: A
diathesis-stress model of internalizing trajectories in child-
hood.  Child Development 2003, 74(1):257-278.
12. Pellegrini AD, Bartini M, Brooks F: School bullies, victims, and
aggressive victims: Factors relating to group affiliation and
victimization in early adolescence.  Journal of Educational Psychol-
ogy 1999, 91(2):216-224.
13. Pepler DJ, Craig WM, Roberts WL: Observations of aggressive
and nonaggressive children on the school playground.  Merrill
Palmer Quarterly 1998, 44(1):55-76.
14. Perren S, Alsaker FD: Social behavior and peer relationships of
victims, bully-victims, and bullies in kindergarten.  Journal of
Child Psychology and Psychiatry 2006, 47(1):45-57.
15. Eisenberg N, Fabes RA: Prosocial development.  In Handbook of
child psychology Volume 3. 5th edition. Edited by: Damon W. New
York: Wiley; 1998:701-778. 
16. Hastings PD, Zahn-Waxler C, Robinson J, Usher B, Bridges D: The
development of concern for others in children with behavio-
ral problems.  Developmental Psychology 2000, 36:531-546.
17. Hay DF: Prosocial development.  Journal of Child Psychology and Psy-
chiatry 1994, 35(1):29-71.
18. Perren S, Stadelmann S, von Wyl A, von Klitzing K: Developmental
pathways of emotional/behavioural symptoms in kindergar-
ten children: What is the role of pro-social behaviour?  Eur
Child Adolesc Psychiatry 2007, 16(4):209-214.
19. Bohlin G, Bengtsgard K, Andersson K: Social inhibition and over-
friendliness as related to socioemotional functioning in 7-
and 8-year-old children.  Journal of Clinical Child Psychology 2000,
29(3):414-423.Page 8 of 10
(page number not for citation purposes)
Child and Adolescent Psychiatry and Mental Health 2009, 3:28 http://www.capmh.com/content/3/1/2820. Gjerde P, Block J: Preadolescent antecedents of depressive
symptomatology at age 18: A prospective study.  Journal of
Youth and Adolescence 1991, 20:217-232.
21. Hay DF, Pawlby S: Prosocial development in relation to chil-
dren's and mothers' psychological problems.  Child Develop-
ment 2003, 74(5):1314-1327.
22. Rudolph KD, Clark AG: Conceptions of relationships in chil-
dren with depressive and aggressive symptoms: Social-cog-
nitive distortion or reality?  Journal of Abnormal Child Psychology
2001, 29(1):41-56.
23. Wentzel KR, McNamara CC: Interpersonal relationships, emo-
tional distress, and prosocial behavior in middle school.  Jour-
nal of Early Adolescence 1999, 19(1):114-125.
24. Henricsson L, Rydell AM: Children with Behaviour Problems:
The Influence of Social Competence and Social Relations on
Problem Stability, School Achievement and Peer Accept-
ance Across the First Six Years of School.  Infant and Child Devel-
opment 2006, 15(4):347-366.
25. Hodges EVE, Malone MJ, Perry DG: Individual risk and social risk
as interacting determinants of victimization in the peer
group.  Developmental Psychology 1997, 33(6):1032-1039.
26. Hanish LD, Guerra NG: Aggressive victims, passive victims, and
bullies: Developmental continuity and developmental
change?  Merrill-Palmer Quarterly 2004, 50(1):17-38.
27. Ladd GW, Troop Gordon W: The role of chronic peer difficul-
ties in the development of children's psychological adjust-
ment problems.  Child Development 2003, 74(5):1344-1367.
28. Newcomb AF, Bukowski WM, Pattee L: Children's peer relations:
A meta-analytic review of popular, rejected, neglected, con-
troversial, and average sociometric status.  Psychological Bulletin
1993, 113(1):99-128.
29. Olweus D: Aggression in the schools bullies and whipping
boys.  Washington (D.C.): Hemisphere Publ; 1978. 
30. Veenstra R, Lindenberg S, Oldehinkel AJ, De Winter AF, Verhulst FC,
Ormel J: Bullying and Victimization in Elementary Schools: A
Comparison of Bullies, Victims, Bully/Victims, and Unin-
volved Preadolescents.  Developmental Psychology 2005,
41(4):672-682.
31. Perry DG, Perry LC, Boldizar JP: Learning of aggression.  In Hand-
book of developmental psychopathology Edited by: Lewis M, Miller S.
New York: Plenum Press; 1990:135-146. 
32. Perry DG, Kusel SJ, Perry LC: Victims of peer aggression.  Devel-
opmental Psychology 1988, 24(6):807-814.
33. Schwartz D, Dodge KA, Coie JD: The emergence of chronic peer
vicitimization in boys' play groups.  Child Development 1993,
64(6):1755-1772.
34. Fox CL, Boulton MJ: Longitudinal associations between submis-
sive/nonassertive social behavior and different types of peer
victimization.  Violence and Victims 2006, 21:383-400.
35. Alsaker FD, Gutzwiller-Helfenfinger E: Social behavior and peer
relationships of victims, bully-victims, and bullies in kinder-
garten.  In The Handbook of School Bullying An International Perspective
Edited by: Jimerson SR, Swearer SM, Espelage DL. Mahwah, New Jer-
sey: Lawrence Erlbaum Associates; 2010:87-99. 
36. Asher SR: Recent advances in the study of peer rejection.  In
Peer rejection in childhood Edited by: Asher SR, Coie JD. Cambrigde:
University; 1990:3-14. 
37. Coie JD, Dodge KA, Kupersmith JB: Peer group behavior and
social status.  In Peer rejection in childhood Edited by: Asher SR, Coie
JD. Cambrigde: University; 1990:17-57. 
38. Hanish LD, Eisenberg N, Fabes RA, Spinrad TL, Ryan P, Schmidt S:
The expression and regulation of negative emotions: Risk
factors for young children's peer victimization.  Development
and Psychopathology 2004, 16:335-353.
39. Henricsson L, Rydell AM: Elementary school children with
behavior problems: Teacher-child relations and self-percep-
tion. A prospective study.  Merrill Palmer Quarterly 2004,
50(2):111-138.
40. Perren S, Von Wyl A, Stadelmann S, Burgin D, von Klitzing K: Asso-
ciations between behavioral/emotional difficulties in kinder-
garten children and the quality of their peer relationships.
Journal of the American Academy of Child and Adolescent Psychiatry 2006,
45(7):867-876.
41. Hawker DSJ, Boulton M: Twenty years' research on peer victim-
ization and psychosocial maladjustment: A meta-analytic
review of cross-sectional studies.  Journal of Child Psychology and
Psychiatry and Allied Disciplines 2000, 41:441-455.
42. Goodman MR, Stormshak EA, Dishion TJ: The significance of peer
victimization at two points in development.  Journal of Applied
Developmental Psychology 2001, 22(5):507-526.
43. Hanish LD, Guerra NG: A longitudinal analysis of patterns of
adjustment following peer victimization.  Development and Psy-
chopathology 2002, 14(1):69-89.
44. Hodges EVE, Perry DG: Personal and interpersonal anteced-
ents and consequences of victimization by peers.  Journal of Per-
sonality and Social Psychology 1999, 76(4):677-685.
45. Alsaker FD, Olweus D: Stability and change in global self-
esteem and self-related affect.  In Understanding early adolescent
self and identity: Applications and interventions SUNY series, studying the
self Edited by: Brinthaupt TM, Lipka RP. Albany, NY: State University
of New York Press; 2002:193-223. 
46. Arseneault L, Milne BJ, Taylor A, Adams F, Delgado K, Caspi A, Moffit
TE: Being bullied as an environmentally mediated contribut-
ing factor to children's internalizing problems.  Archives of Pae-
diatric and Adolecent Medicine 2008, 162:145-150.
47. Graham S, Bellmore AD, Mize J: Peer Victimization, Aggression,
and Their Co-Occurrence in Middle School: Pathways to
Adjustment Problems.  Journal of Abnormal Child Psychology 2006,
34(3):363-378.
48. Nishina A, Juvonen J, Witkow MR: Sticks and Stones May Break
My Bones, but Names Will Make Me Feel Sick: The Psycho-
social, Somatic, and Scholastic Consequences of Peer Har-
assment.  Journal of Clinical Child and Adolescent Psychology 2005,
34(1):37-48.
49. Rigby K: Health consequences of bullying and its prevention in
schools.  In Peer harassment in school: The plight of the vulnerable and
victimized Edited by: Juvonen J, Graham S. New York, NY: Guilford
Press; 2001:310-331. 
50. Storch EA, Phil M, Nock MK, Masia Warner C, Barlas ME: Peer Vic-
timization and Social-Psychological Adjustment in Hispanic
and African-American Children.  Journal of Child and Family Stud-
ies 2003, 12(4):439-452.
51. Bukowski WM, Adams R: Peer Relationships and Psychopathol-
ogy: Markers, Moderators, Mediators, Mechanisms, and
Meanings.  Journal of Clinical Child and Adolescent Psychology 2005,
34(1):3-10.
52. Ladd G: Children's peer relations and social competence. A
century of progress.  New Haven: Yale University Press; 2005. 
53. Dill EJ, Vernberg EM, Fonagy P, Twemlow SW, Gamm BK: Negative
Affect in Victimized Children: The Roles of Social With-
drawal, Peer Rejection, and Attitudes Toward Bullying.  Jour-
nal of Abnormal Child Psychology 2004, 32(2):159-173.
54. Segrin C, Taylor M: Positive interpersonal relationships medi-
ate the association between social skills and psychological
well-being.  Personality and Individual Differences 2007,
43(4):637-646.
55. Kraemer H, Noda A, O'Hara R: Categorical versus dimensional
approaches to diagnosis: methodological challenges.  Journal
of Psychiatric Research 2004, 38(1):17-25.
56. Alsaker F, Nägele C: Bullying in kindergarten and prevention.
In An International Perspective on Understanding and Addressing Bullying
Edited by: Craig WM, Pepler DJ. Kingston, Canada: PREVNet;
2008:230-252. 
57. Alsaker F, Valkanover S: Early diagnosis and prevention of vic-
timization in kindergarten.  In Peer harassment in school: The plight
of the vulnerable and victimized Edited by: Juvonen J, Graham S. New
York: Guilford Press; 2001:175-195. 
58. Döpfner M, Melchers P, Fegert J, Lehmkuhl G, Lehmkuhl U, Schmeck
K, et al.: Deutschsprachige Konsensus Versionen der Child
Behavior Checklist (CBCL 4-18), der Teacher Report Form
(TRF) und der Youth Self Report Form (YSR).  Kindheit und Ent-
wicklung 1994, 3:54-59.
59. DGKJP , ed: Leitlinien zur Diagnostik und Therapie von psy-
chischen Störungen im Säuglings-, Kindes- und Jugendalter
[Guidelines for the diagnosis and therapy of psychological
disturbances in infants, children and adolescents].  Köln:
Deutscher Ärzte Verlag; 2002. 
60. Groen G, Petermann F: Depressive Kinder und Jugendliche
[Depressive children and adolescents].  Göttingen: Hogrefe;
2002. Page 9 of 10
(page number not for citation purposes)
Child and Adolescent Psychiatry and Mental Health 2009, 3:28 http://www.capmh.com/content/3/1/28Publish with BioMed Central   and  every 
scientist can read your work free of charge
"BioMed Central will be the most significant development for 
disseminating the results of biomedical research in our lifetime."
Sir Paul Nurse, Cancer Research UK
Your research papers will be:
available free of charge to the entire biomedical community
peer reviewed and published immediately upon acceptance
cited in PubMed and archived on PubMed Central 
yours — you keep the copyright
Submit your manuscript here:
http://www.biomedcentral.com/info/publishing_adv.asp
BioMedcentral
61. Perren S: SOCOMP. Ein Fragebogen zur Erfassung von selbst-
und fremdorientierten verhaltensbezogenen sozialen Kom-
petenzen (Manual).  Zürich: Jacobs Center for Productive Youth
Development, Universität Zürich; 2007. 
62. Baron RM, Kenny DA: The moderator-mediator variable dis-
tinction in social psychological research: Conceptual, strate-
gic, and statistical considerations.  Journal of Personality and Social
Psychology 1986, 51(6):1173-1182.
63. Twisk JWR: Applied longitudinal data analysis for epidemiol-
ogy. A practical guide.  Cambridge: University Press; 2003. 
64. Alsaker F: Psychische Folgen von Mobbing.  In Schule und psy-
chische Störungen Edited by: Steinhausen H-C. Stuttgart: Kohlhammer;
2006:35-47. 
65. Rigby K: Consequences of bullying in schools.  Canadian Journal
of Psychiatry 2003, 48(9):583-590.
66. Olweus D: Bullying at school: Long-term outcomes for the
victims and an effective school-based intervention program.
In Aggressive behavior: Current perspectives Plenum series in social/clinical
psychology Edited by: Huesmann LR. New York, NY: Plenum Press;
1994:97-130. 
67. Hartup WW: Social relationships and their developmental sig-
nificance.  American Psychologist 1989, 44(2):120-126.
68. Asendorpf JB: Beyond social withdrawal: Shyness, unsociabil-
ity, and peer avoidance.  Human Development 1990, 33(4-
5):250-259.
69. Cole DA, Martin JM, Powers B: A competency-based model of
child depression: A longitudinal study of peer, parent,
teacher, and self-evaluations.  Journal of Child Psychology and Psy-
chiatry 1997, 38(5):505-514.
70. Hanish LD, Kochenderfer-Ladd B, Fabes RA, Martin CL, Denning D:
Bullying among young children: The influence of peers and
teachers.  In Bullying in American schools: A social ecological perspective
on prevention and intervention Edited by: Espelage DL, Swearer S. Erl-
baum Publishers; 2004:141-160. 
71. von Grünigen R, Perren S, Nägele C, Alsaker F: Immigrant chil-
dren's peer acceptance and victimization in kindergarten:
the role of local language competence.  British Journal of Develop-
mental Psychology 2009 in press.
72. Perren S, Stadelmann S, von Klitzing K: Child and family charac-
teristics as risk factors for peer victimization in kindergar-
ten.  Schweizerische Zeitschrift für Bildungswissenschaften 2009,
31(1):13-32.
73. Clarizio HF: Assessment of depression in children and adoles-
cents by parents, teachers, and peers.  In Handbook of depression
in children and adolescents Edited by: Reynolds WM, Johnston HF. New
York: Plenum Press; 1994:235-248. 
74. Epkins CC, Meyers AW: Assessment of childhood depression,
anxiety, and aggression: Convergent and discriminant valid-
ity of self-, parent-, teacher-, and peer-report measures.  Jour-
nal of Personality Assessment 1994, 62:364-381.
75. Kraemer H, Measelle JR, Ablow JC, Essex MJ, Boyce WT, Kupfer DJ:
A new approach to integrating data from multiple inform-
ants in psychiatric assessment and research: Mixing and
matching contexts and perspectives.  American Journal of Psychi-
atry 2003, 160:1566-1577.
76. Perren S, Malti T: Soziale Kompetenz entwickeln: Synthese
und Ausblick.  In Soziale Kompetenz bei Kindern und Jugendlichen: Ent-
wicklungsprozesse und Förderungsmöglichkeiten Edited by: Malti T, Per-
ren S. Stuttgart: Kohlhammer; 2008. Page 10 of 10
(page number not for citation purposes)
